Assuring early initiation of prenatal care (PNC) is an important component of safe motherhood programs, which aim to improve maternal and infant health outcomes. Women who receive delayed (i.e., entry into PNC after the first 12 weeks of pregnancy) or no PNC do not receive timely preventive care or education and are at risk for having undetected complications of pregnancy that can result in severe maternal morbidity and sometimes death (1,2 ). Despite overall improvements, the national health objective for 2000 to increase to at least 90% the proportion of pregnant women who enter PNC during the first trimester of pregnancy (objective 14.11) was not met (3 ). To increase the proportion of mothers receiving early PNC, Congress authorized the Medicaid expansion program in the mid-1980s, which allowed states to expand Medicaid eligibility criteria to include formerly ineligible pregnant women (4 ). To examine trends in delayed entry into PNC during 1989-1997 and barriers to obtaining early PNC, CDC analyzed data from two sources. This report summarizes the results of that analysis, which indicated that although more women are obtaining early PNC, racial/ethnic disparities still exist and lack of money or health insurance was not the only barrier to obtaining PNC.
† Records for live-born infants born to U.S. residents delivering in the 50 states and the District of Columbia that had information on initiation of PNC (3,955,349 in 1989 and 3,780,202 in 1997 ). An average of 2.3% of birth certificates annually were missing information on initiation of PNC. § Numbers may not add to total because of rounding. ¶ Relative percentage change was calculated as percent change=1997 minus 1989 divided by 1989 multiplied by 100. estimated 206,000 additional women entering PNC who may not have done so had the 1989 rate remained unchanged. Groups more likely to have delayed or no PNC during 1989-1997 included non-Hispanic blacks, Hispanics, women aged <20 years, women with <12 years of education, and multiparous women. However, those same groups generally had larger absolute improvements in delayed and no PNC during 1989-1997. For example, the prevalence of Hispanic women with delayed or no PNC decreased from 41% to 26%, and for women aged <20 years, from 47% to 32%. Improvements in the percentages of women with no PNC occurred for all racial/ethnic groups during 1989-1995, but then leveled off for non-Hispanic black and non-Hispanic white women (Figure 1 ).
Data from 1997 PRAMS indicated that 56% of women with delayed or no PNC wanted to begin PNC earlier. Reasons for delayed or no PNC varied by racial/ethnic group, age, or method of payment for PNC ( Table 2 ). The most common reason for not receiving care earlier was "I didn't know that I was pregnant" (non- Editorial Note: During 1989-1997, the prevalence of delayed or no PNC improved each year among women delivering a live-born infant in the United States. Improvements in access to early PNC may, in part, be attributed to the Medicaid expansion program (5 ) . States responded to this change in the Medicaid regulations by implementing various programs that differed in regards to eligibility criteria and breadth of assistance (6, 7 ) .
Evaluations of Medicaid expansion programs have shown that as more low-income women become eligible for Medicaid, more of these women accessed early PNC (8 ) . However, as of 1998, no states had achieved the national health objective for 2000 for early PNC. Although the goals emphasized resolving health disparities, only one state had reached these goals for black women and no state had achieved them for Hispanic women (9 ) . In 1997, the percentages of non-Hispanic black women and Hispanic women with delayed or no PNC remained approximately two times that of white women, approximately the same as in 1989. Such continuing disparities in obtaining early PNC mirror the disparities in many reproductive health outcomes among non-Hispanic black and Hispanic women compared with non-Hispanic white women.
Although Medicaid expansion has contributed substantially to improving access to early PNC by removing financial barriers for women, a substantial proportion of pregnant women still did not receive PNC during the first trimester. More than half of women with delayed or no PNC would have liked to obtain earlier care, and these women cited various reasons for delayed entry, with these reasons varying by group. The most frequent reasons for delay were not knowing that they were pregnant, lack of money or insurance coverage, and inability to get an appointment earlier. These reasons suggest a need for improved health education, women's health services, and coverage of early PNC services.
The findings in this report are subject to at least three limitations. First, the findings examined only one variable at a time and do not account for overlaps between demographic and socioeconomic groups of women (e.g., non-Hispanic black mothers are more Born   to Mothers with No PNC   1989  1990  1991  1992  1993  1994  1995  1996  1997   0   1   2   3   4   5   6 Hispanic Black, Non-Hispanic White, Non-Hispanic to the responses in this table, answers included "I had no way to get to the clinic or doctor's office," "I couldn't find a doctor or a nurse who would take me as a patient," "I had no one to take care of my children," "I had too many other things going on," and "Other." Respondents may have selected more than one answer.
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likely to be aged <20 years than non-Hispanic white mothers). Second, although the measure used for initiation of care addresses the timing of PNC initiation, it does not account for the frequency, quality, or satisfaction with the PNC received. Finally, despite being representative of all women delivering a live-born infant in their states, PRAMS data are only available for a limited number of states and are not representative of all U.S. births. Early, high-quality PNC is one of the cornerstones of a safe motherhood program, which begins before conception, continues with appropriate PNC and protection from pregnancy complications, and maximizes healthy outcomes for women, infants, and families. Barriers that keep women from entering PNC must be better understood to improve maternal health and to eliminate racial/ethnic disparities in the health outcomes of mothers and infants. Systems such as PRAMS provide the opportunity to understand the reasons women find it difficult to begin PNC early and to monitor changes in access to PNC. Only when timely services are available and accessible to women in their communities can strategies to assure safe motherhood provide the best start for pregnant women and their infants.
On December 3, 1998, four adults became ill after eating tuna-spinach salad at the restaurant. Symptoms of illness included a burning sensation in the mouth, a metallic taste, facial flushing, nausea, diarrhea, sweating, and headache; symptoms occurred approximately 5 minutes to 2 hours after eating the salad. One patient was taken to the local emergency department and treated with diphenhydramine, cimetidine, and epinephrine. The other three patients were not examined by physicians and their symptoms resolved within a few hours. A presumptive diagnosis of scombroid fish poisoning was made based on clinical and epidemiologic features of the illness.
A sample of the remaining fish obtained from the restaurant was sent to PDOH for testing. The fish was positive for coliform and Escherichia coli, and tests were positive for histamine levels >50 ppm (fresh fish normally contain histamine levels of <10 ppm [1 ] ) using an enzyme-linked immunoabsorbent assay.
CCHD and PDAg conducted a traceback investigation of the source of the tuna. The wholesale-to-retail chain of events involved transporting the fish across national, state, and municipal borders and involved five transporters and four processors. The tuna was from a 40-60 lb yellow-fin tuna caught by a commercial fishing boat in the Gulf of Mexico during late November 1998. The fish was caught using the long-line method, which uses a mainline up to 60 miles long with a series of suspended hook lines. The water temperature where the fish was caught was 78.5 F (25.8 C). The catch of tuna was shipped from the fishing boat in iced vats by truck to a processor on November 24. The average temperature of the fish was 32 F-33 F (0 C-1 C). Of this catch, 785 lbs of tuna were shipped the same day to the wholesaler in Pennsylvania. The wholesaler received the shipment on November 27, and the average temperature of the fish was recorded as 36 F (2 C). Three of these fish were delivered to the retail supplier; two large fillets, weighing 11.1 lbs each and noted to be in good physical appearance, were delivered to the restaurant on November 27. The fish was divided into 30 portions, kept in the freezer, and removed for thawing as needed for use. During November 28-December 4, 17 portions of the fish were served. The only four persons reporting illness ate the tuna-spinach salad on December 3.
CCHD and PDAg reviewed the records of each distributor involved in the wholesaleto-retail process of the tuna. All of the fish plants involved were inspected regularly by the FDA and/or PDAg and have Hazard Analysis and Critical Control Point (HACCP) procedures. No deviations in HACCP procedures in the wholesale-to-retail distribution of the tuna could be identified. However, the long-line method of fishing is not covered as part of the FDA Seafood HACCP regulations. Editorial Note: Scombroid fish poisoning has been associated primarily with the consumption of tuna, mahi-mahi, and bluefish. It is caused by histamine and other products produced by certain bacteria on some types of fish; these bacteria grow in warm temperatures and produce the enzyme histidine decarboxylase that converts free histidine in fish flesh to histamine and other products (2) (3) (4) (5) (6) .
National surveillance data on scombroid fish poisoning is based on outbreaks of acute foodborne disease reported by state health departments to CDC (7, 8 ) . During 1988-1997, scombroid fish poisoning was reported in 145 outbreaks involving 811 persons from at least 20 states (7, 8 ) ; however, many cases probably are not reported.
Since December 18, 1997, all processors of fish are required by FDA to conduct a hazard analysis of their operation and to implement a HACCP plan to control each identified hazard (9 ) . The HACCP plan must be specific for each location where fish and fish products are processed and for each species processed (10 ) . The fish implicated in these scombroid fish poisonings was caught by the long-line method of fishing, which consists of suspending a monofilament line, up to 60 miles long, with up to 3000 baited hooks in the water. The retrieval process may take up to 12-14 hours, and the fish may be retained on the lines up to 20 hours. Although no deviations in HACCP procedures were documented in this outbreak, the time from hooking the fish to unloading the fish on the dock is not covered by HACCP. Conditions permitting histamine production could have occurred while the fish were in warm water suspended on the long line.
Scombrotoxin formation also could have resulted from fish handling practices anywhere along the distribution chain after the fish was caught to serving at the restaurant. The reportedly good color and appearance of the fish at the retailer and the lack of other reported illnesses may indicate that scombrotoxin formation occurred at the restaurant during processing and handling of the fish.
This outbreak suggests interventions that could reduce the risk for scombroid poisoning. First, consideration should be given to limiting the amount of time that fish can remain on the line during the long-line method of fishing. Second, efforts should focus on maintaining adequate refrigeration of fish during distribution and in restaurants to prevent conditions favorable for scombrotoxin production. The key to prevention of scombroid fish poisoning is continuous icing or refrigeration at £32 F (£0 C) of all potential scombrotoxin-producing fish from the time they are caught until they are cooked.
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Call for Abstracts: International Conference on Emerging Infectious Diseases 2000
The International Conference on Emerging Infectious Diseases 2000 (ICEID 2000) is calling for "Latebreaker" abstracts. Abstracts can be submitted online by June 9, 2000 
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International Course in Applied Epidemiology
CDC and Emory University's Rollins School of Public Health will cosponsor a course, "International Course in Applied Epidemiology" on October 2-27, 2000, in Atlanta, Georgia. This basic course in epidemiology is directed at public health professionals from countries other than the United States.
The course's content includes presentations and discussions of epidemiologic principles, basic statistical analysis, public health surveillance, field investigations, surveys and sampling, and discussions of the epidemiologic aspects of current major public health problems in international health. Included are small group discussions of epidemiologic case exercises based on field investigations. Participants are encouraged to give a short presentation reviewing some epidemiologic data from their own country. Computer training using Epi-Info, a software program developed at CDC and the World Health Organization for epidemiologists is included. Prerequisites are familiarity with the vocabulary and principles of basic epidemiology or completion of CDC's "Principles of Epidemiology" home-study course (SS3030) or equivalent. Preference will be given to applicants whose work involves priority public health problems in international health. There is a tuition charge.
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U: Unavailable.
-: No reported cases. *Individual cases can be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the Public Health Laboratory Information System (PHLIS). † Cumulative reports of provisional tuberculosis cases for 1999 are unavailable ("U") for some areas using the Tuberculosis Information System (TIMS). --3  3  24  Wash.  3  -86  93  15  18  -----5  Oreg.  13  16  84  97  34  39  -----8  Calif.  15  26  900  1,362  374  419  ---3  3  11  Alaska  1  4  4  4 
